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ABSTRACT 
Depression in Contemporary Times: A Study of Its Determinants Among Middle-Aged Adults in 
the United States 
By 
Takiyah L. Johnson 
April 23, 2018 
 
BACKGROUND:  Major depressive disorder (major depression) is a disabling mental illness that impairs 
mood, reduces physical functioning, and causes emotional distress. Depression studies often focus on 
adolescents and young adults or older adults, but evidence suggests that the most severe consequences of 
this illness increasingly affect those in the middle (ages 40-64).  
 
OBJECTIVE: This study examines the individual association between three health determinants (social 
support systems, health status, and access to health insurance) and major depressive symptoms among 
middle-aged adults. Also, factors such as demographic factors, socioeconomic status, military service, 
risky behaviors, and health-promoting behaviors were evaluated for their associations with depression. 
 
METHODS: This cross-sectional study utilizes secondary data from the National Health and Nutritional 
Examination Survey (NHANES) from the 2007-2008 and 2013-14 cycles. The statistical analysis was 
performed using SAS. Univariate logistic regression was used to determine the association between social 
support, health status, and health insurance and five depressive symptoms. Then logistic regression 
analyses were performed between each determinant, two depressive symptoms (feeling bad and 
suicidality), and adjusted for the covariates.  
 
RESULTS: The sample included 3782 adults over 40 years old in 2007-2008 and 3627 in 2013-2014. The 
population was subset into young middle age, older middle age, and older adults to better characterize the 
age groups. The univariate logistic regression analyses indicate a statistically significant relationship 
between each determinant and the five depressive symptoms except among one factor in 2007-2008 and 
two in 2013-14.  The adjusted logistic regression results are mixed. In reviewing the odds ratio results, 
health status has a strong statistically significant association with each depressive symptom. Health 
insurance generally does not show statistically significant associations. Social support is statistically 
associated with feeling bad, but not suicidality when the covariates are included. These findings are 
consistent with both cycles of data.     
 
CONCLUSION: This study finds that lack of social support and poor health status predict higher levels of 
low mood in a national sample of adults over 40, particularly those in middle age. Health status also 
associates strongly with suicidal thoughts. Although health insurance is not shown to be associated with 
clinical depression symptoms in this study, additional research is warranted considering the recent 
changes in national health insurance coverage.  
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INTRODUCTION 
Background 
Depressive disorders and particularly major depressive disorder (also known as clinical 
or major depression) are serious mood complaints and are major public health concerns. 
Depressive disorders are highly prevalent in the United States and worldwide (National Institute 
of Mental Health, 2017). Major depression can result in a severe disability that can interfere with 
or limit one’s ability to function normally. According to the National Institute of Mental Health, 
approximately 16.2 million people aged 18 or older in 2016 had at least one major depressive 
occurrence (National Institute of Mental Health, 2017). This number represents 6.7% of the 
United States adult population (National Institute of Mental Health, 2017). A clinical review 
conducted by Goldman, Nielsen, & Champion (1999) for the American Medical Association 
noted that major depression has a point prevalence of 2-4% and a nearly 20% risk during a 
person’s lifetime. Women are affected 2 to 3 times more than men (Goldman, Nielsen, & 
Champion, 1999).  
The Diagnostic and Statistical Manual of Mental Disorders- 5th Edition (DSM-V) 
distinguishes major depressive disorder from other conditions by the presence of at least five 
life-altering symptoms during a continuous 2-week period and the presentation of a marked 
decline from previous functioning (Reynolds & Kamphaus, 2013). It is key that one of the five 
new symptoms be depressed mood or loss of pleasure. In order to assign a diagnosis of major 
depressive disorder the clinician has to document notable distress and impaired social, 
occupational, and other important life functioning, a lack of substance abuse or a physical 
condition or illness as the precipitating factor for these changes, and rule out schizophrenia, a 
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delusional disorder, or an episode of mania as the cause of the symptomology (Reynolds & 
Kamphaus, 2013). Figure 1 lists some of the most common psychological, behavioral, and 
physical symptoms that may present with a major depression diagnosis (Cassano & Fava, 2002).  
Depression can be a very debilitating chronic illness with high morbidity, mortality, and 
economic burden on the nation. In fact, the World Health Organization has indicated that 
depression is the leading cause of illness and disability worldwide with more than 300 million 
people affected currently, which is an increase of 18% from 2005 to 2015 (World Health 
Organization, 2017). Because depression often goes untreated, the illness has a relative morbidity 
rate that proves to make the disease very impactful for numerous individuals and subsequently 
communities nationally. The Centers for Disease Control and Prevention (CDC) reported that 
between 2009 and 2012, 7.6% of persons aged 12 and over had depression in any given 2-week 
period (National Center for Health Statistics, 2016). Additionally, during the same period the 
highest rate of depression, 12.3%, was found in women aged 40–59 (National Center for Health 
Statistics, 2014). 
The most severe consequences of untreated depression are the development of suicidal 
and homicidal ideations, suicide attempts and gestures, and completed suicides. Nationally, the 
mortality rate from suicide is on the rise. In 2014 suicides ranked number 10 nationally when 
considering the age-adjusted death rate among all other causes of death (Kochanek, Murphy, & 
Tejada-Vera, 2016). Approximately two-thirds of suicides occur in patients suffering from 
depression (Cassano & Fava, 2002). Depression is the most important risk factor for suicide. In 
2005, a national targeted initiative was set by the Healthy People 2020 program to reduce the 
number of suicides over the next decade from a baseline of 11.3 suicides per 100,000 population 
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by 10 percent in the year 2020 (U.S. Department of Health and Human Services, 2018). Even 
with this national initiative, awareness, and monitored interventions, this national goal is not 
being met. Unfortunately, instead of decreasing, there was a 22% increase in the number of 
suicides from 2005 to 2015. There were 13.3 suicides per 100.000 in 2015 (U.S. Department of 
Health and Human Services, 2018). Of the reported deaths by intentional harm, the death rate 
was the highest among 45-54-year-olds then 55-64 and 35-44-year-olds (Kochanek et al., 2016). 
Figure 2 illustrates the trend. This age group (middle-aged adults) is a particularly vulnerable 
demographic to the stressors that tend to exacerbate depression symptoms and manifest the worst 
outcomes, i.e., self-harm.  
Major depression is often a disabling, chronic disease which causes a high economic 
burden on society, involving direct and indirect costs. This illness is known to enact a huge 
“burden of subjective suffering, increased morbidity, and impaired social and work functioning” 
(Cassano & Fava, 2002, p.851).  Patient diagnosed with depression score on average 77.6% of 
normal functioning, particularly when they have other chronic illnesses to manage (Cassano & 
Fava, 2002). Depressive disorders cause disability and are very costly nationally. According to 
the American Psychiatric Association, the total economic burden of major depressive disorders 
nationally is now estimated to be $210.5 billion per year in the United States which represents a 
21.5% increase from 2005 (Kuhl, 2018). Of these costs, it is estimated that nearly half is related 
to the workplace, particularly costs associated with absenteeism and reduced productivity. 
Around 45% of the annual cost is related to direct medical costs, involving medicals services and 
pharmaceuticals. Approximately 5% of this figure is related to suicides (Kuhl, 2018). 
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Purpose and Target Population of the Study   
Considering the wide-ranging impact of major depression on individuals within 
communities around the United States, this study seeks to determine if specific determinants, 
including positive social support, good overall health status, and an individual’s ability to 
maintain health insurance, are protective factors for major depressive symptoms in civilian 
middle-aged adults (40-65 years old). Although major depression has been a heavily studied 
condition, research has primarily focused on adolescents and older adults. This result is driven by 
findings of highest rate of mortality related to severe depression is among middle-aged adults 
(Kochanek et al., 2016). In reviewing previously conducted research, it appears that several 
novel factors can affect an individual’s depression symptoms and its course. Those with a 
supportive psychosocial network, chronic comorbid physical illness, and one’s assess to 
financially protective tools to mitigate personal costs in health care, particularly health insurance, 
seem to have had some impact on depression symptoms and treatment. These factors will be 
examined in this study.  
While current research suggests that major depressive disorder is caused by the interplay 
of genetic, environmental, biological, and psychological factors, people in midlife have 
numerous unique risk factors that present at this phase in life that can exacerbate symptoms 
(National Institute of Mental Health, 2016). For example, there are additional stressors that result 
from those in midlife being responsible for own children while assisting or being solely 
responsible for their elderly parents as well (Soldo, 1996). Middle age can also bring about 
changes that can affect one’s mood negatively, i.e. the development of chronic health problems, 
acute medical crises, side effects from new prescription medication, major life changes 
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(retirements or children moving away), grief and loss of loved ones, and financial problems 
(Addiction.com, 2013). From 1997 to 2014 the suicide deaths were highest in middle-aged men, 
from 45 to 60 years, showing a 43 percent increase (Esposito, 2016). The marked increase is 
attributable to untreated mental illness, the recent large scale economic downturn, workplace 
issues, and men’s general tendency to hesitate to ask for help (Esposito, 2016). Overall, this age 
group warrants additional focus and research in regarding factors that may decrease the 
incidence and severity of major depression.  
Research Questions 
Research questions and hypotheses: 
● What is the association between social support and depression symptoms among U.S. middle-
aged adults?  
H0: Having social support will have no effect on depression symptoms among U.S. middle-aged 
adults.  
H1: U.S. middle-aged adults who have social support will report a significant effect on 
depressive symptoms.  
● What is the association between health status and depression symptoms among U.S. middle-
aged adults?  
H0: Having a poor health status will have no effect on depression symptoms among U.S. middle-
aged adults. 
H1: U.S. middle-aged adults who have a poor health status will have a significant effect on 
depression symptoms.  
RUNNING HEAD: DEPRESSION IN CONTEMPORARY TIMES   8 
 
 
 ● What is the association between having health insurance and depression symptoms among 
U.S. middle-aged adults?  
H0: Having health insurance will have no effect on depression symptoms among U.S. middle-
aged adults 
H1: U.S. middle-aged adults who have health insurance will report a significant effect on 
depression symptoms.  
REVIEW OF LITERATURE 
To explore what information has been already gathered and research studies completed 
on the topic of the association of social support, health status, and health insurance and major 
depression, a detailed review of the related literature was conducted. This comprehensive review 
focused specifically on which studies encompass research that added to the knowledge of how 
each of the determinants of interest affects the expression of depressive symptoms in the 
populations studied. Currently, no identical surveys to this study have been found, however, the 
existing research provides a foundation on which to build the theoretical frameworks.  
Social Support and Depression 
Social support and its relation to depression is a complex subject to research because it is 
difficult to determine a single definition of the term. Social support is the broad, 
multidimensional concept that refers to the emotional, instrumental, and informational help that 
is provided to an individual (Gariépy, Honkaniemi, & Quesnel-Vallée, 2016). Emotional support 
encompasses acts of offering kind words, encouragement, or simply listening. Instrumental 
support is assisting by helping with tasks, chores or activities of daily living, i.e., babysitting or 
cleaning a family member’s home. Informational support is assisting by passing on helpful or 
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often essential knowledge to someone as when one tells a friend about a new job opening 
(Gariépy, Honkaniemi, & Quesnel-Vallée, 2016). Each type of support is examined in different 
studies and have been shown to have different effects on depression symptoms.  
It was most helpful to start the evaluation on how social support is associated with 
depression by reviewing large systematic reviews that attempt to summarize the expansive 
amount research on this topic into major themes. This review was helpful so that one can identify 
what has not yet been explored. Gariépy, Honkaniemi, and Quesnel- Vallée conducted such a 
review that was published in the British Journal of Psychiatry (2016). Their meticulous research 
yielded a review of 100 studies to determine if social support provided protection from 
depression and was the most comprehensive systematic literature on the topic to date (Gariépy, 
Honkaniemi, & Quesnel-Vallée, 2016). They noted that the most difficult challenge was to 
determine a generalized effect that social support has on depression when each study used a 
different measurement tool and reviewed different aspects of social support. It was also noted 
that different studies focused on different age groups and life periods which made stating 
generalizations more of a challenge. They found that among adults (generally reviewed as 18-49 
years) spousal support has the greatest effect on depression symptoms (both positive and 
negative). Also, they reported that family support was protective against depression especially 
among children and adolescents, but support from friends ended in mixed results, depending on 
the study, population, and methods (Gariépy, Honkaniemi, & Quesnel-Vallée, 2016).  
Another key study that focused on social structure was presented by Nan Lin, Xiaolan Ye, 
and Walter Ensel (1999). This study defined a conceptual model that many other studies on 
social relations and support used as their foundation. They designated that social support has two 
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compartments: a support structure and support function that can interact to affect the mood and 
expression of depression symptoms of an individual (Lin, Ye, & Ensel, 1999). The support 
structure includes community participation and a feeling of belongingness as in a large group, 
network relations that expresses bonding relationships as with extended family and friends, and 
intimate ties that involve the closest relationships. The support function in the model offers a 
comparison between a person’s perceived versus actual support, instrumental (helping with tasks 
and projects) versus expressive (emotional) support and routine versus crisis support. This study 
found that among the support structure categories the closest relationships ties had the most 
protective effect on depression symptoms such as with intimate ties. The researchers also found 
that among social function, perceived support, expressive support, and routine support were 
more effective in minimizing depressive symptoms (Lin et al., 1999).  
Because they used a multifaceted approach for the definition of social relationships, the 
systematic study conducted by Santini et al. had less research that was able to be included than 
other systematic studies (51 studies), but more cohesiveness was demonstrated in the concept of 
social support (2015). This research focused more on the impact of the structural differences of 
social relationships and their associations with depression and defined the concept of support as 
layered on a continuum from having very close, intimate relationships (social support), a web of 
social connections to envelope an individual in times of trouble (social networks) and the degree 
at which a person feels that he or she belongs, is attached, or entrenched in his or her social 
relationships (social connectedness). The outcome of this study reported a consensus that 
perceived support is more impactful than the actual support received (Santini, Koyanagi, 
Tyrovolas, Mason, & Haro, 2015).  
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Besides the definition of social support and defining a conceptual model, the research 
tended to focus on different demographics within the population on which to focus. Many studies 
focused on the age group that this study is most interested in, middle-aged adults, but they do not 
explore social support directly. The studies often focused on stress and common stressors within 
this age group, social contacts, health service use, social ties, and social capital. Takizawa et al. 
directed a study that aimed to demonstrate the stress-buffering effects of social support on 
depression among middle-aged adults (2006). In it, they found a significant difference and stress-
buffering effect occurred, but only in males. This result was not seen in women which 
demonstrates the importance of conducting gender analysis. The implication is that it is 
important for males during highly stressful times to have a high level of social support to help 
reduce depression symptoms (Takizawa et al., 2006). The role of social contacts (church 
members, family, work friends, and others) and their effects on depression in middle-aged and 
older adults were studied. Traditional social contacts (through church attendance and marriage) 
was strongly associated with a reduced risk of depression, particularly among men (Lindsey E 
McKenzie et al., 2012). A study that investigated the relationship between social support and 
health service use among people with depression found that with adequate social support patients 
were much more likely to see a non-mental health provider when compared to those lacking 
social support (Andrea, Siegel, & Teo, 2016). Kawachi & Berkman implemented a targeted study 
that explored four insights related to social ties: the pathways can be described by two causal 
models (the main effect and stress buffering model), the protective effect on depression is not the 
same in different groups (gender and poverty effects outcomes), most research considers the 
patient’s own perception of their close knit relationships without considering broader social ties 
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and networks in the macrosocial environment, and additional research is needed regarding the 
timing, dose, and design with social interventions (Kawachi & Berkman, 2001). Social capital 
encompasses social networks, the trust and norms derived from them, and was characterized as 
bonding and bridging types. A study that examined the association between changes in personal 
social capital and depression in middle-aged adults found that increases in bonding types 
decreased depressive symptoms while bridging types enacted no change (Nakamine et al., 2017). 
Reviews of perceived social support and depression in adolescents had some interesting 
results in a study conducted by Rueger et al. (2016). While this study examined a younger age 
group than the focus of this review, it contributes to the knowledge base that may be resultant in 
middle-aged adults as well. These researchers compared the evidence for two theories that have 
been implicated to explain this association; the general benefits and stress buffering models. The 
general benefits model theorized that social support promotes positive effects by improving an 
individual’s sense of wellbeing and promoting positive psychological states which include 
positive self-esteem, self-worth, and affect. The stress-buffering model of social support was 
created out of observations that noted positive mental health outcomes with increased stress 
when coupled with high social support (Rueger et al., 2016). This study reported a significant 
association between depression and family, teacher, peer, and close friend support, demonstrating 
support for the general benefits model. The stress-buffering model results were less conclusive 
with social support mitigating depression. However, it considered the severity and source of the 
stress (Rueger et al., 2016). 
While not explored exclusively in studies involving middle-aged adults, the study 
conducted by Allgöwer, Wardle, and Steptoe supported the presence of common depressive 
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personal health behaviors in those suffering from clinical depression (2001). Personal health 
behaviors have been determined to be a significant determinant of chronic disease development 
and an increased risk of accident and injury. Major depression symptoms were found to be 
significantly associated with lack of physical activity, irregular sleep hours, not eating breakfast, 
and not using a seat belt in both genders. There were additional positive associations between 
smoking, not eating fruit, and not using sunscreen and depression in women (Allgöwer, Wardle, 
& Steptoe, 2001).  
Finally, few of these studies focused solely on minorities and women, but the few that did 
present interesting findings. Sherman et al. conducted research that explored the effects of both 
social support and strain on African Americans, Native Americans, and European American 
women (2011). This study found that high social support and low social strain (conflict in 
relationships) was associated with lower depression symptoms for all ethnicities. European 
American women benefited from higher levels of support than women of color but with low 
support reported higher levels of depression symptoms that women of color (Sherman et al., 
2011).  
Similarly, the role of ethnicity and nativity was investigated in a separate study. 
Researchers observed that Latino immigrants are a disadvantaged group that has better than 
expected depression symptoms (Almeida, Subramanian, Kawachi, & Molnar, 2011). It was 
hypothesized that strong family ties contributed to the protective nature of their bonds against 
mental illness. This study sought to identify the quality of the social network among family and 
friends. They found that social support from family and friends showed protective effects but 
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only family relationships had a statistically significant association with lowering depression 
symptoms (Almeida et al., 2011).  
Health Status and Depression 
Previous research has indicated that a major health event or severe chronic illness can 
cause or exacerbate depression in some people. It is common to feel discouraged after a major 
health diagnosis, i.e., a heart attack, cancer, or a back injury that causes debilitating pain, but if 
this sadness lasts more than a few weeks it can divulge into a major depressive disorder. As 
stated previously, depression is a serious medical condition that has physical symptoms. There 
are some risk factors for depression that are directly related to other health illnesses, for instance 
having Parkinson’s disease or a stroke which are conditions that causes changes in the brain. 
Also, chronic illness-related stress and anxiety can trigger depressive symptoms. Depression is 
common among those who have cancer, coronary heart disease, diabetes, epilepsy, multiple 
sclerosis, Alzheimer’s disease, systemic lupus erythematosus and rheumatoid arthritis (National 
Institute of Mental Health, n.d.).  
One of the key studies found on the impact of chronic medical illness is a summary 
review presented by Wayne Katon and Paul Ciechanowski (2002). This review explored the 
epidemiology of depression in patients with chronic illness resulting in increased physical 
symptoms and functional impairment, decreased medication regimen compliance, the amplified 
use of medical services and costs, and increased mortality. The prevalence of major depression 
increased from 2-5% in community settings to 6-15% among hospital inpatients (Katon & 
Ciechanowski, 2002). The development of life-threatening illness was found to be the most 
common life stressor that was associated with the initiation of new depression. A study involving 
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a mixed-aged sample and elderly patients concluded that patients had significantly higher 
medical costs with a depression diagnosis than without. This increase was seen throughout the 
spectrum of healthcare services: primary care visits, specialists, lab testing, medication cost, 
inpatient medical costs, and mental health visits. Comorbidity with depression and chronic 
medical illness is frequently associated with more negative symptoms and worsening of these 
symptoms so medical providers tend to order more tests and perform more work-ups in this 
population (Katon & Ciechanowski, 2002). In another study in this same review, patients with 
major depression perceive their social, job performance, and general health as more impaired 
than the controls. Another study has shown that depression adversely impacts patient 
management of their chronic illnesses (attending doctor’s appointments, symptom monitoring, 
following medication, diet, and exercise regimens, and ceasing the use of alcohol and tobacco 
products) by its negative effect on memory, self-efficacy, energy, and personal relationships and 
social ties. Finally, several large studies presented information that indicates there is an increased 
cardiovascular mortality rate in depressed patients compared to non-depressed patients (Katon & 
Ciechanowski, 2002).  
Gunn et al. studied the connections between multimorbidity, the type of chronic physical 
illness, and major depression symptoms (2012). To do so, they assessed primary care patients for 
the number and type of chronic illnesses they had, their depression symptoms, and how the two 
factors may interact with functional disabilities and how they rate their health status. The 
research took into consideration antidepressant use as a potential confounder. The most 
commonly reported physical illnesses were back problems, arthritis, and hypertension. The 
results show a “clear dose-response relationship between the number of chronic physical health 
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problems (multimorbidity) and depressive symptoms, and how this link may also be mediated 
via perceived health-related quality of life” (Gunn et al., 2012, p.181). This study is one of the 
largest to report a dose-response relation with so many chronic physical illnesses reviewed.  
An important tool in reviewing this the association between chronic disease and 
depression is reviewing studies that also delve into the descriptive nature of the experiences of 
the patients who suffer from numerous illnesses and depressive episodes. Stanners, Barton, 
Shakib, and Winefield researched a multidisciplinary outpatient clinic that explored the personal 
stories of patients to identify commonalities across this group of patients (2014). Patients with 
more than one chronic illnesses and a depression diagnosis participated in interviews that were 
transcribed. Common themes were outlined and compiled. The first theme was that these patients 
experienced a loss of physical function, the inability to perform as previously at work or home, 
and the subsequent impact on their sense of identity which exacerbated their major depressive 
symptoms (Stanners, Barton, Shakib, & Winefield, 2014). The second theme, particularly among 
those with numerous comorbid conditions, was the lack of acceptance of the additional 
depression diagnosis partially due to a misunderstanding about what depression entailed or that 
what they were experiencing was not “depression” but more a result of the major physical 
problems (Stanners et al., 2014).  
Clinicians often plan treatment protocols depending on the severity of the symptoms of 
both physical illness and depression. It is, therefore, worthwhile to explore conditions where 
patients are at risk for poor prognosis or continued or increased morbidity. One study sought to 
determine if self-rated health status has a connection with predicting long-term prognosis of 
major depression. The analysis was based on a ten-year cohort study conducted in 30 primary 
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care practices in Australia (Stanners et al., 2014). The results showed that patients that reported 
poor or fair self-rated health had greater odds of chronic illness, major depressive symptoms, and 
lower socioeconomic status than those who reported good to excellent overall health status. After 
adjusting for potential confounders, self-rated health continued to be a predictor of major 
depression for up to five years (Ambresin et al, 2014). 
The treatment of major depression and primary care for chronic illness has been 
traditionally focused on handling each condition with their individual course regimen instead of 
considering and adjusting treatment to accommodate the complexities of handling multiple 
diagnoses to maximize the effect on overall health. Watson and al. explored the effectiveness of 
clinical interventions in maximally improving depression and chronic health conditions by 
comparing collaborative care with usual care (2013). They found that collaborative care achieved 
greater health improvements over usual care in depressive symptoms “response, remission and 
depression-free days” (Watson et al., 2013, p.294).  
Health Insurance and Depression  
Compared to the other points studied, the association between health insurance status and 
major depression has less research conducted attempting to explore the connection between the 
two. A factor that plays into the evaluation of this topic is the recent national changes to the 
overall structure of healthcare in the United States. The Mental Health and Substance Abuse 
Coverage Parity laws and the Affordable Care Act helped to expand mental health coverage by 
requiring most health plans to apply similar rules to mental health benefits as they do to the 
medical benefits and offer coverage of mental health and substance use disorder services. People 
receiving Medicaid, Medicare, and CHIP, receive a full array of mental health services and some 
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substance abuse coverage (U.S. Department of Health & Human Services, 2017). Political 
factors are currently changing the implementation, impact, and cost of health insurance.  
 A recent study was completed on Oregon’s newly revamped Medicaid program that 
offered a unique lottery system which resulted in better access to care, increased diagnoses of 
diseases like depression and diabetes, and lowered out-of-pocket costs when compared to a 
control group that remained uninsured. There were reportedly improvements in health 
measurements such as blood pressure, cholesterol, or blood glucose levels. In this study, they 
reported that insurance did not affect health outcomes. However, another study in this same 
summary review  showed that access to insurance coverage is associated with many health 
benefits: having a consistent primary doctor, health status (especially among those with chronic 
health issues), greater work attendance, and longer life expectancy. Likewise, a study by 
Benjamin Sommer and colleagues compared Medicaid expansion’s effect in three states with 
three others that did not offer the expansion. The results were that the expansions were 
associated with a significant lowering of mortality rates and increase in self-reported health 
status (Blumenthal & Collins, 2013). 
There is opportunity for expanded research among middle-aged adults on the relationship 
of access to insurance coverage and major depression. One study focused on this topic among 
teenagers. Laura DiCola, Laura Gaydos, Benjamin Druss, and Janet Cummings conducted a 
study to identify treatment rates among teens suffering from major depression and substance 
abuse disorder.  The results showed that about 48% of teens received treatment for major 
depressive disorder, but only 10% received substance abuse treatment. When compared to having 
no insurance, those with public insurance were associated with an increased likelihood of 
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receiving major depressive treatment (alone without substance abuse treatment) (DiCola, 
Gaydos, Druss, & Cummings, 2013).  
A unique study looked specifically at the impact of health insurance and depression 
symptoms among low-income urban women. Anna Jacobs, Terrence Hill, and Amy Burdette 
studied the association between insurance coverage and symptoms of psychological distress in 
low-income women living in Boston, Chicago, and San Antonio. This study had a null result. 
The longitudinal analyses showed that having health insurance appears to be unrelated to 
depression, anxiety, and somatization. However, there is a need for additional epidemiological 
studies to confirm if this finding is consistent on a national level (Jacobs, Hill, & Burdette, 
2015). 
METHODS AND PROCEDURES 
Data source 
This study was conducted using a cross-sectional data collected from the National Health 
and Nutrition Examination Survey (NHANES) from the 2007-2008 and 2013-2014 survey cycles 
to examine the measurements of social support, health status, health insurance and depressive 
symptoms. NHANES is an important program implemented by the National Center of Health 
Statistics (NCHS) which is a division within the Centers of Disease Control and Prevention 
(CDC). NHANES is a secondary data source that is publicly available and is on Georgia State 
University’s list of datasets that are approved by the school’s institutional review board in 
compliance with studies involving human subjects. The samples are stratified, gathered annually 
and reported biannually which include survey responses obtained by face-to-face interviews, 
questionnaires, physical examinations and lab tests to gain as much information as possible on 
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the health and nutritional status of participants. NHANES methodology is complex and is 
designed to be representative of the non-institutionalized, general population at all ages in the 
United States. However, the facilitators advised that in the 2007-2008 cycle Non-Hispanic black 
and Mexican Americans were oversampled.  (Center for Disease Control and Prevention, 2017).  
Study Population 
The data selected for analysis in this research was limited to adults aged 40 and over 
because this segment of the population (middle-aged adults aged 40-64) were the primary group 
of interest. Also, the social support variable was only assessed in those over 40 years of age in 
the original dataset. The 2007-2008 data included a total of 3863 adults over 40 years of age 
(1892 men and 1971 women). For the 2013-2014 data set, a total of 3708 subjects (1755 men 
and 1953 women) over 40 were elibigle and included in this study. Subjects with missing values 
in social support, health status, and health insurance and their associations with each major 
depression symptom were excluded from this analysis.  
Study Variables 
Depression. 
Numerous tools are used in clinical practice for primary care physicians and mental 
health professional to identify the presence of depressive symptoms in individuals. The 
depression screener questionnaire (DPQ) mirrors the depression tool, the Patient Health 
Questionnaire (PHQ-9).  The PHQ-9 is the most commonly used screening tool to identify major 
depression in clinical practice (Substance Abuse and Mental Health Services Administration, 
n.d.). The DSM-V establishes that for a depression diagnosis to be made it is necessary for one 
of the new symptoms to be depressed mood or a loss of pleasure. To obtain the depression data 
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for NHANES, questions were presented to participants using a Computer-assisted Personal 
Interview at local exam centers. Each depression diagnostic question was rated on a Likert scale 
from 0 to 3 (with 0 being “not at all”, 1 being “several days”, 2 being “more than half the days”, 
and 3 being “nearly every day”). For this study, five questions that typify classic depression 
symptoms were used. The five variables include three that assess general mood, one for 
suicidality, and one for interruptions to normal function. The included questions for the 
depression variable were DPQ010 “Over the last two weeks, how often have you been bothered 
by the following problems: little interest or pleasure in doing things?”; DPQ020 “Over the last 
two weeks, how often have you been bothered by the following problems: feeling down, 
depressed, or hopeless?”; DPQ060 “Over the last two weeks, how often have you been bothered 
by the following problems: feeling bad about yourself - or that you are a failure or have let 
yourself or your family down?”; DPQ090 “Over the last two weeks, how often have you been 
bothered by the following problems: Thoughts that you would be better off dead or of hurting 
yourself in some way?; and DPQ100 “How difficult have these problems made it for you to do 
your work, take care of things at home, or get along with people?” (Centers for Disease Control 
and Prevention (CDC), 2009e). 
Social Support. 
One of the independent variables of interest is the presence of social support. Social 
support can be defined in many ways, but the questionnaire utilized in NHANES meets the 
definition that this study seeks to employ. This study abstracted three indicators of support from 
the Social Support Questionnaire (SSQ). The first question (SSQ011) inquires of the 
respondents: “Can you count on anyone to provide you with emotional support such as talking 
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over problems or helping you make a difficult decision”? This question is meant to determine the 
study participant’s perception of the presence emotional support. The next question that was used 
to assess social support was SSQ031, “In the last 12 months, could you have used more 
emotional support than you received?” The answer choices for all three questions were either 
“yes” or “no”. The last question used in the assessment was meant to determine instrumental 
social support. SSQ051 asks “If you need some extra help financially, could you count on 
anyone to help you; for example, by paying any bills, housing costs, hospital visits, or providing 
you with food or clothes?” (Centers for Disease Control and Prevention (CDC), 2009d). 
NHANES only assessed respondents on this variable for two cycles: 2005-2006 and 2007-2008 
and discontinued this questioning in future cycles. For this reason, social support was the only 
independent variable that was not able to be compared from 2007-2008 to 2013-2014 to explore 
changes over time.  
Health Status. 
The second independent variable of interest is the respondents’ general perception of their 
health condition. To determine the association between a person’s health status and depressive 
symptoms, health status was defined using the NHANES question (HUQ010): “Would you say 
your health in general is…” The answers offered from the original survey was on a Likert scale 
ranging from 1 to 5 (1 being “excellent”, 2 being “very good”, 3 being “good”, 4 being “fair”, 
and  5 being “poor”) (Centers for Disease Control and Prevention (CDC), 2009b, p. 2). To 
simplify the data analysis for this review, we classified overall health as 1= “Excellent/Very 
good”, 2 = “Good”, and 3 = “Fair/poor”.  
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Health Insurance. 
Finally, the last independent variable sought to determine if a respondent had health 
insurance. The addition of this information helped to determine if the presence of health 
insurance contributed to the reduction of major depressive symptoms. The health insurance 
question (HIQ011) asked “Are you covered by health insurance or some other kind of health care 
plan”? The answers offered for this question was either “yes” or “no” (Centers for Disease 
Control and Prevention (CDC), 2009c).  
Covariates. 
The covariates that were included in this study included demographic factors, socio-
economic status (SES), military service, risky behaviors, and health-promoting behaviors. The 
demographic variables to be controlled for are age, gender, educational status, race, and marital 
status. The age variable was divided into subcategories to better determine the effect of younger 
middle-aged adults (40-54), older middle-aged adults (55-64), and older adults (65 and older). 
The educational status of the respondents was characterized by the highest level attained and as 
listed as “No high school diploma,” “high school diploma,” “Some college” or “College graduate 
and higher.” The racial/ethnicity categories were determined to be Hispanic/Mexican, Non-
Hispanic White, Non-Hispanic Black, and Other racial categories. The marital status categories 
were indicated as married, divorced, widowed, partnered, and never married. For socio-economic 
status, the poverty income ratio (PIR) was used. A PIR under two is considered low SES, 2-4 is 
middle SES, and more than 4 is a high SES. A considerable amount of recent media coverage 
indicates that military service members have adverse effects from being deployed or partaking in 
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the war efforts over the past 20 years, so military service (yes or no) was included as a covariate 
as well. 
Risky behaviors are variables that have been included that may affect the relationship 
between the independent variables and the dependent variable, including smoking status and 
alcohol use. Respondents were assessed to determine if they are smokers versus non-smokers. To 
do that participants were asked if they smoked at least 100 cigarettes in their entire life. Another 
risk behavior of concern is alcohol consumption to determine who is considered a current alcohol 
drinker. Respondents were asked if they consumed at least 12 alcoholic beverages in the past 
week (Centers for Disease Control and Prevention (CDC), 2009a).  
Certain health-promoting behaviors, specifically exercise and taking prescription 
medications, may also affect the association between the determinants of interest (social support, 
health status, and health insurance) and depression symptoms as well. The question PAQ650 
asked “do you participate in vigorous recreational exercise?” Another variable, RXDUSE, 
attempted to assess if a respondent is taking prescription medication to manage their health. 
Participants were asked to affirm or deny taking prescribed medication (indicating either yes or 
no). These behaviors were added to the analysis to control for their effects on the interaction 
between the health determinants and depression symptoms.  
 
Statistical Analysis 
Analyses were conducted using the Statistical Analysis System (SAS), version 9.4. First, 
the demographic statistical analysis was conducted to describe the 2007-2008 and 2013-2014 
study population. The initial analysis of the data included determining the frequency categorial 
RUNNING HEAD: DEPRESSION IN CONTEMPORARY TIMES   25 
 
 
demographic variables and mean variables and associated standard deviations were calculated 
for continuous variables. In this study, we compared basic characteristics across the two cycles of 
data were compared for all variables to determine any trends over time (except social support 
which was only available in for 2007-2008).  
Next, univariate logistic regression analyses were conducted to determine the 
relationships between each health determinants of interest (social support, health status, and 
health insurance) and each of the chosen depressive symptoms (feeling bad, loss of interest, 
depressed mood, suicidality, and the difficulty depression causes). We calculated the crude odds 
ratios to determine the association between each health determinant and each depressive 
symptom. Then, to more fully evaluate the association between each health determinant and 
depression and to include the effect of possible related factors, additional multivariate logistic 
regression analyses were performed in order to account for covariates thought to affect the 
outcome variables (depression symptoms). In the multivariate regression analyses we controlled 
for age, gender, educational status, race, and marital status, poverty income ratio, military 
service, smoking, alcohol consumption, exercise status, and prescription drug management. 
Statistical significance was determined using 95% confidence intervals (CI) or p-values ≤α=0.05.  
RESULTS 
Sample Description 
The analytic samples of the 2007-2008 cycle and 2013-2014 cycle of NHANES data are 
separately characterized in Table 1 and Table 2. The total sample of NHANES respondents that 
met the criteria for this research included 3782 adults over 40 years old in 2007-2008 and 3627 
in 2013-2014. Because the population of interest is middle-aged adults, the demographic 
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information was filtered by the age (young middle age (40-54 years old), old middle age (55-64 
years old), and older adults (over 65 years old)) to determine if there are any trends based on age 
groups. To determine if there are differences in the makeup of the participants over time, 
responses to key questions were compared between both cycles. In both NHANES datasets, the 
samples were slightly more female, predominately Non-Hispanic white, mostly married, the 
majority without a high school diploma, and of low socio-economic status.  
This study found differences among the younger and older middle-aged adults and the 
older adults reviewed. In both cycles, the young middle age respondents have more education, 
most with some college attendance, and the majority of the older adults had less than a high 
school diploma. About a third of the young, middle-aged adults served in the military when 
compared with older adults. The middle-aged groups had more participants in the middle and 
high socioeconomic levels than older adults who tend to have the highest number of those within 
a low socioeconomic status. The young middle adults appear to drink more than older adults, 
with old middle-aged adults in between the two. All age categories rated their health, on average 
as “good.” Young middle adults tended to have a higher percentage of the respondents who 
reported having no friends and less likely to respond that they have “a lot” of friends.  
When examining the symptoms that are used as an indication of depression, it is observed 
that older adults report not having difficulty with depression symptoms, not being disinterested, 
not having low mood, not feeling bad about themselves, and not being suicidal of both cycles. 
Conversely, the young middle-aged adult groups had higher percentages of reporting depression 
symptoms of more than several days per week.  
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When comparing the demographic analyses of the 2007-08 cycle and the 2013-14 cycle, 
there are some differences in the respondents and their answers during this six-year span. The 
majority of the educational status responses in 2007-08 were “did not graduate high school” 
(39%) as seen in Table 1. Later in 2013-14 at 28.2%, the majority of the participants choice 
“Some College” (Table 2). From 2007-08 to 2013-14, there was a drop (from 27.1% to 12.7%) in 
the number of Americans over 40 that reported serving in the military. While smoking status and 
prescription drug use in the last month slightly decreased, the percentage of women, alcohol use, 
and vigorous recreational exercising increased. The respondents were relatively consistent from 
2007-08 to 2013-14 with their answers for their depression symptoms.  
Table 3 and 4 summarizes the continuous value factors reviewed on the sample. 
Comparing Table 3 and four allows for some trend analysis over time. The second cycle was 
slightly younger, and the household sizes were slightly larger. The ratio to family income to 
poverty (a measure of socioeconomic status and poverty) had very close means. It is helpful later 
in evaluating the social support variable to know how much social interaction the respondents 
have. The average number of reported close friends is under 7 (Table 3).  
 
Association Between Health Determinants and Depressive Symptoms: Unadjusted 
Regression Models  
Logistic regression models were used to fit relationships between social support (only for 
the 2007-2008 cycle), health status, and health insurance and depressive symptoms. Table 5 
summarizes the results of the individual univariate regression models run between each health 
determinant of interest and each depressive symptom. The results show that not having 
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emotional support is more likely to result in the depressive symptoms of feeling bad, having a 
depressed mood, having difficulty due to depression, and suicidality (thoughts that it would be 
better if he/she were dead). The relationship between having emotional support and having no 
interest is not significant. The relationship between lack of emotional support and suicidality had 
the strongest relationship as indicated by a crude odds ratio of 2.4. This value, 2.4, indicates lack 
of emotional support is associated with 2.4 increased odds of suicidal ideations. 
From the 2007-2008 cycle, the lack of financial support, reporting needing more support, 
having no or few friends, and having good and fair/poor health status were significantly 
associated with increased odds of each depressive symptom (Table 6). Having a fair or poor 
health status was associated with increased odds of depressive symptoms: 4.66 for feeling bad, 
4.73 for having no interest in daily activities, 5.57 for depressed mood, 3.64 for the difficulty 
depression causes in one’s life, and 13.98 with suicidality. Lack of health insurance was 
significantly associated with increases of the odds of each depression symptom, except having 
difficulty related to depression.  
The results from the 2013-2014 cycle show lower odd ratios values for health status and 
health insurance than the 2007-2008 cycle. The crude odds ratios of depressive symptoms when 
the respondents report fair or poor health status are still quite high in this cycle: 4.1 of feeling 
bad, 4.73 of having no interest, 5.21 of having depressed mood, 4.97 of having difficulty due to 
depression, and 7.52 of having suicidal ideations (Table 6). Not having health insurance does not 
have a statistically significant relationship with increasing the odds of having difficulty with 
depression or suicidal ideations in this sample, but there is with feeling bad, having no interest, 
and having a depressed mood. 
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Association Between Health Determinants and Depressive Symptoms: Adjusted Regression 
Models  
Tables 7-16 present the results of the adjusted logistic regression analyses predicting two 
key depressive symptoms (feeling bad and suicide ideations) after covarying relevant 
demographic variables, military service, the recent use of prescription medication, exercise, and 
alcohol and tobacco use. The associations of emotional support, health insurance, and health 
insurance with these two depressive symptoms were weakened somewhat in the adjusted models 
indicating that the covariates (as a whole) act on the model to reduce depressive symptoms.  
The odds of the feeling bad (a key depressive symptom) was elevated among those who 
do not have emotional support by 1.41 (p=0.0394) (Table 7). However, with the adjusted 
regression model, the relationship between emotional support and suicidality after being adjusted 
with the covariates is not statistically significant (Table 8). The relationship between health status 
and depressive symptoms are strongly correlated and statistically significant after all the 
covariates are considered (Table 9 and Table 10). The odds of having suicidal ideations if the 
health status was reported to be fair or poor was 7.8 times greater than if excellent health was 
reported (Table 10). Table 11 and 12 details the multivariate regression model outcomes for the 
relationship between health insurance status and depressive symptoms. In these models, health 
insurance is not statistically significant for an association with depressive symptoms when all 
other covariates are considered.  
The same adjusted logistic regression models were run again for the 2013-14 cycle for 
health status and health insurance with the covariates of interest added. Table 13 displays the 
results of the regression analysis that explores the relationship between health status and feeling 
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bad while controlling for the numerous socio-demographic, lifestyle, and potential risk factors. 
This relationship has an estimated odds ratio of 3.28. The estimated odds ratio was even higher, 
7.07, for the association between fair/poor health status and suicidality (Table 14). Like the 
2007-08 cycle, the latter cycle did not show a statistically significant relationship between health 
insurance status and depressive symptoms in this study when the model was adjusted with 
covariates (Table 15 and 16).  
DISCUSSION AND CONCLUSION 
Discussion of Research Questions  
 Depression is a major cause of significant morbidity and economic loss caused by the 
effect of this prevalent disease worldwide. There is a need for more research on protective 
factors and promoting factors, particularly among middle-aged adults who have increased rates 
and suffer significantly from the debilitating effects of this disease. This study sought to examine 
the role social support, health status, and health insurance using two nationally representative 
samples collected over a six-year span.  
Reviewing the demographic characteristics of young middle-aged, older middle-aged, 
and older adults have helped to identify the group at higher risk of clinical depression. The young 
middle-aged group (40-54 years old) tended to have the highest percentages of depressive 
symptom frequency. This is an interesting finding because the background research indicates that 
this age group has the highest increase in the severe outcomes of clinical depression, namely 
completed suicides.  
After controlling for numerous relevant predictors, there is a statistical association 
between social support and having a low self-image (a major depressive symptom) among 
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American adults over 40 years old. Also, this study found a strong statistical association of fair or 
poor health status with an increase of the five depressive symptoms reviewed. In contrast, health 
insurance was not found to have a statistically significant association when controlled for 
covariates of interest. To answer the research questions posed in this study, the alternative 
hypothesis was adopted for the social support and health status predictor variables, but the null 
hypothesis was upheld for the health insurance predictor. Additionally, the results in the analyses 
for the 2007-08 cycle were seen in the 2013-14 so there were not drastic changes regarding the 
association between the predictor variables and the depressive symptoms studied.  
 After conducting the unadjusted logistic regression analysis and seeing strong 
associations for all studied variables, additional regression analyses that controlled for numerous 
covariates were completed. These additional regression analyses showed lessened or marginal 
associations between the health determinants and depressive symptoms of interest. This indicates 
that some of the covariates included in the model can act as mediators. In several of the models, 
being an older adult and older middle-aged adult, taking prescription medication, and having a 
“middle class” socioeconomic status were protective factors. Other factors, i.e., having a few or 
no friends, being a woman, having a divorced/separated or never married marital status, a 
sedentary lifestyle, drinking alcohol or being a smoker, potentiated the depression symptoms.  
The findings in this study are distinct from other research focusing on depression because 
it sought to focus on the adults between 40 and 64 years old, which is an often-overlooked 
population. Also, this study sought to analyze and compare the data for two NHANES cycles 
(2007-2008 and 2013-14) to determine if the effects of health status and health insurance 
changed over this six-year period which was a novel approach. This study reviewed the effect of 
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having health insurance as a possible protective factor against depression symptoms (as an 
expression of increased access to care and healthcare utilization) in a time in America where 
major changes to national insurance access and expansion were being legislated.  
Study Strengths and Limitations  
 The strengths of the study include using a large nationally representative dataset to 
examine the research questions. This study focuses on middle-aged adults specifically when most 
others focus on older adults and adolescents. Other studies that explored social support only used 
basic measures to determine social support, i.e. marital status and the number of friends, while 
this study used a dataset (last conducted in the 2007-08 NHANES cycle) that assessed social 
support explicitly.  
There are numerous limitations posed by using secondary data and working with the 
information that is readily available in a large national dataset. Because the majority of the data 
is obtained by questionnaire, the information accuracy is depending on individual's self-report. 
Another weakness is the cross-sectional methodology which limits the ability to determine 
causality. Also, when examining social support and having the focus be only Americans, the full 
picture of the effect of this factor is being missed because other cultures around the world 
provide emotional and instrumental support in different ways. NHANES survey information was 
not complete for all the covariates in the 2015-17 cycle, so 2013-14 was used. If this study was 
to be repeated, the most current information could be available. Additionally, there was an 
advisory that the dataset for the 2007-08 was oversampled for Hispanics and Non-Hispanic black 
people so the results cannot be generalizable nationally.     
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Implications of Findings, Recommendations and Prevention Strategies 
 The findings suggest that it would be beneficial for clinicians to actively engage patients 
suffering from clinical depression in interventions that promote incorporating social support 
systems (spouse, close friends, and family or structured group therapy) to decrease the patient’s 
sense of isolation that tends to exacerbate depression symptoms. Middle-aged people have 
considerable pressures and often become engaged in healthcare utilization due to the new onset 
of chronic illness. Clinical assessment guides can be implemented to target and meet the needs of 
this demographic by proactively finding out how they are and initiating treatment. Programs that 
are meant to increase social support are often widely available, highly effectively, and readily 
implemented (Kleiman & Liu, 2013).   
 Similarly, after noting a strong association between negative health status and depression 
symptoms, this information can be used clinically to improve the treatment course of clinical 
depression. Proper assessment tools can be implemented by primary care and specialty providers 
to identify depression early in the course of new or worsening physical ailments. There is 
opportunity for early intervention to mitigate the problems that comorbidity and complications 
that major and serious chronic physical illnesses and depression cause.  
Finally, the obtainment of health insurance is considered a positive effect on the health 
care outcomes of individuals but the existing literature is split about the effect on health 
outcomes and utilization. This study did not note a statistical association between having health 
insurance and the depressive symptoms studied. It appears that several of the covariates could 
have been mediators in the relationship between depressive symptoms and health insurance. 
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Additional research should be conducted, particularly on the changes taking place with the 
Affordable Care Act.   
Conclusions 
 In conclusion, this study found that low levels of social support and poor health status 
predict higher levels of depression symptoms in a national sample of adults over 40. Health 
insurance was not shown to be associated with clinical depression conclusively, but additional 
research may be warranted to further explore this association. The results corroborate and extend 
previous research on clinical depression symptoms but with a focus on the needs of middle-aged 
adults. There is an opportunity for clinicians to start incorporating proactive mental health and 
depression assessments along with physical assessments and offer treatments and structured 
programs that would extend social support and mitigate the effects of poor health status on the 
development or exacerbation of clinical depression.  
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Tables 
Table 1. Frequencies of Variables by Age Group (2007-2008) 
  
  
Variables 
Young Middle 
Age (40-54 
years) 
N, % 
Old Middle 
Age (55-64 
years) 
N, % 
Older Adults 
(65+ years)  
 
N, % 
Total 
 
 
N, % 
Educational Status   
   
  
Did not graduate High School 423 29.5 288 29.9 539 39.0 1250 33.1 
HS Graduate 334 23.3 229 23.8 358 25.9 921 24.4 
Some College 392 27.4 241 25.0 260 18.8 893 23.6 
College Graduate and Higher 283 19.8 205 21.3 226 16.3 714 18.9 
Total       3778  
Gender           
Male 709 49.5 465 48.3 684 49.3 1858 49.1 
Female 723 50.5 498 51.7 703 50.7 1924 50.9 
Total       3782  
Race and Ethnicity           
Hispanic 441 30.8 286 29.7 255 18.4 982 26.0 
Non-Hispanic White 639 44.6 392 40.7 858 61.9 1889 50.0 
Non-Hispanic Black 284 19.8 250 26.0 237 17.1 771 20.4 
Other/Multiracial 68 4.75 35 3.6 37 2.7 140 3.7 
Total        3782  
Served in Military           
Yes  112 7.8 172 17.9 376 27.1 660 17.5 
No 1320 92.2 791 82.1 1010 72.9 3121 82.5 
Total       3781  
Marital Status             
Married 850 59.4 606 62.9 740 53.4 2196 58.1 
Widowed 22 1.5 72 7.4 397 28.6 491 13.0 
Divorced/Separated 309 21.6 188 19.5 172 12.4 669 17.7 
Never Married 143 10.0 71 7.4 62 4.5 276 7.3 
Partnered 108 7.5 26 2.7 15 1.1 149 3.9 
Total        3781  
Smoking Status               
Yes  712 49.8 488 50.7 708 51.1 1908 50.5 
No 719 50.2 474 49.3 677 48.9 1870 49.5 
Total        3778  
 
Poverty             
  
Low SES 574 43.7 349 40.8 652 52.5 1575 46.2 
Mid SES 321 24.4 207 24.2 385 31.0 913 26.8 
High SES 419 31.9 300 35.0 206 16.6 925 27.1 
Total       3413  
Alcohol use               
Yes  954 72.7 599 67.2 774 60.8 2327 66.9 
No 358 27.3 293 32.8 500 39.2 1151 33.1 
Total       3478  
Vigorous Exercise               
Yes  281 19.6 101 10.5 77 5.6 459 12.1 
No 1151 80.4 862 89.5 1310 94.4 3323 87.9 
Total       3782  
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RX use in the last month               
Yes  758 52.9 712 73.9 1242 89.7 2712 71.8 
No 674 47.1 251 26.1 142 10.3 1067 28.2 
Total       3779  
General Health Condition               
Very Good 456 34.7 275 30.8 405 31.5 1136 32.5 
Good 548 41.7 333 37.3 474 36.9 1355 38.8 
Fair/Poor 311 23.7 285 31.9 405 31.5 1001 28.7 
Total       3492  
Number of Friends                
None 91 7.3 54 6.3 63 5.1 208 6.2 
A Few Friends 481 38.4 332 38.6 391 31.5 1204 35.9 
A Lot  682 54.4 475 55.2 789 63.5 1946 57.9 
Total       3358  
Difficulty depression causes               
Not at all difficult 601 66.5 442 73.5 597 76.7 1640 71.8 
Somewhat difficult 237 26.2 131 21.8 144 18.5 512 22.4 
Very Difficult 66 7.3 28 4.7 37 4.8 131 5.7 
Total       2283  
Depression indicator: Little 
interest?             
  
Not at all  945 72.4 668 75.1 990 79.8 2603 75.8 
Several days 246 18.9 142 16.0 173 13.9 561 16.3 
More than half the days 67 5.1 49 5.5 42 3.4 158 4.6 
Nearly everyday 47 3.6 31 3.5 36 2.9 114 3.3 
Total       3436  
Depression indicator: Feeling 
down, depressed             
  
Not at all  909 69.6 660 74.1 989 79.4 2558 74.3 
Several days 262 20.1 153 17.2 181 14.5 596 17.3 
More than half the days 66 5.1 42 4.7 34 2.7 142 4.1 
Nearly everyday 69 5.3 36 4.0 42 3.4 147 4.3 
Total       3443  
Depression indicator: Better off 
dead?)             
  
Not at all  1227 93.9 850 95.4 1192 96.0 3269 95.0 
Several days 56 4.3 28 3.1 38 3.1 122 3.6 
More than half the days 12 0.9 2 0.2 5 0.4 19 0.5 
Nearly everyday 11 0.8 11 1.2 8 0.6 30 0.9 
Total       3440  
Depression indicator: Feeling bad 
about yourself             
  
Not at all  994 76.1 731 82.1 1112 89.8 2837 82.6 
Several days 209 16.0 98 11.0 88 7.1 395 11.5 
More than half the days 58 4.4 29 3.3 14 1.1 101 2.9 
Nearly everyday 46 3.5 32 3.6 24 1.9 102 3.0 
Total       3435  
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Table 2. Frequencies of Variables by Age Group (2013-2014)   
Variables 
Young Middle 
Age (40-54 
years) 
N, % 
Old Middle 
Age (55-64 
years) 
N, % 
Older Adults 
(65+ years) 
  
N, % 
        Total 
 
 
N, % 
Educational Status   
   
  
Did not graduate High School 326 22.2 223 23.0 318 26.9 867 23.9 
HS Graduate 303 20.6 231 23.8 284 24.0 818 22.6 
Some College 424 28.8 293 30.2 306 25.9 1023 28.2 
College Graduate and Higher 419 28.5 224 23.1 273 23.1 916 25.3 
Total       3624  
Gender           
Male 684 46.5 478 49.2 554 46.8 1716 47.3 
Female 788 53.5 493 50.8 630 53.2 1911 52.7 
Total       3627  
Race and Ethnicity           
Hispanic 374 25.4 221 22.8 202 17.1 797 22.0 
Non-Hispanic White 577 39.2 374 38.2 658 55.6 1609 44.4 
Non-Hispanic Black 295 20.0 231 23.8 217 18.3 743 20.5 
Other/Multiracial 226 15.4 145 14.9 107 9.0 478 13.2 
Total        3627  
Served in Military           
Yes  103 7 91 9.4 265 22.4 459 12.7 
No 1369 93 880 90.6 919 77.6 3168 87.3 
Total       3627  
Marital Status             
Married 922 62.7 558 57.3 627 53 2107 58.1 
Widowed 23 1.6 58 6.0 322 27.2 403 11.1 
Divorced/Separated 272 18.5 215 22.2 165 14.0 652 18.0 
Never Married 168 11.4 102 10.2 49 4.1 319 8.8 
Partnered 86 5.9 37 3.8 20 1.7 143 4.0 
Total        3624  
Smoking Status               
Yes  630 42.8 496 51.1 566 47.9 1692 46.7 
No 842 57.2 475 48.9 616 52.1 1933 53.3 
Total        3625  
Poverty               
Low SES 600 44.3 384 43.2 545 50.0 1529 45.9 
Mid SES 344 25.4 241 27.1 301 27.6 886 26.6 
High SES 410 30.3 264 29.7 245 22.4 919 27.6 
Total       3334  
Alcohol use               
Yes  980 75.2 632 70.6 711 64.3 2323 70.3 
No 323 24.8 263 29.4 394 35.7 980 29.7 
Total       3303  
Vigorous Exercise               
Yes  341 23.2 127 13.1 86 7.3 554 15.3 
No 1131 76.8 844 86.9 1098 92.7 3073 84.7 
Total       3627  
RX use in the last month               
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Yes  785 53.3 705 72.7 1069 90.4 2559 70.6 
No 687 46.7 265 27.3 114 9.6 1066 29.4 
Total       3625  
General Health Condition               
Very Good 449 34.2 244 27.1 364 32.6 1057 31.8 
Good 540 41.2 384 42.6 415 37.2 1339 40.2 
Fair/Poor 323 24.6 273 30.3 336 30.1 932 28.0 
Total       3328  
Difficulty depression causes               
Not at all difficult 575 68.9 422 68.2 566 76.6 1563 71.3 
Somewhat difficult 196 23.5 147 23.8 140 18.9 483 22.0 
Very Difficult 63 7.55 50 8.0 33 4.5 146 6.7 
Total       2192  
Depression indicator: Little 
interest?             
  
Not at all  966 74.1 620 69.3 801 73.5 2387 72.6 
Several days 209 16.0 158 17.6 158 14.5 525 16.0 
More than half the days 61 4.7 57 6.7 67 6.2 185 5.6 
Nearly everyday 68 5.2 60 6.7 63 5.8 191 5.8 
Total       3288  
Depression indicator: Feeling 
down, depressed             
  
Not at all  986 75.7 614 68.8 833 76.5 2433 74.1 
Several days 210 16.1 185 20.7 161 14.8 556 16.9 
More than half the days 47 3.6 45 5.0 48 4.4 140 4.3 
Nearly everyday 60 4.6 49 5.5 47 4.3 156 4.8 
Total       3285  
Depression indicator: Better off 
dead?)             
  
Not at all  1260 96.8 853 95.5 1048 96.1 3161 96.2 
Several days 32 2.5 23 2.6 28 2.6 83 2.5 
More than half the days 6 0.5 9 1.0 5 0.5 20 0.6 
Nearly everyday 4 0.3 8 0.9 9 0.8 21 0.6 
Total       3285  
Depression indicator: Feeling bad 
about yourself             
  
Not at all  1085 83.2 702 78.5 913 84.0 2700 82.2 
Several days 155 11.9 106 11.9 112 10.3 373 11.6 
More than half the days 19 1.5 44 4.9 23 2.1 86 2.6 
Nearly everyday 45 3.4 42 4.7 39 3.6 126 3.8 
Total       3285  
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Table 3. The Frequency and Mean of Continuous Variables (2007-2008) 
Variable N Mean Std Dev Minimum Maximum 
Ratio of family 
income to poverty 
3488 2.61 1.61 0 5 
Total number of 
people in the 
Household 
3863 2.80 1.57 1 7 
Number of close 
friends 
3834 6.63 7.57 0 50 
How often attend 
church per year 
3855 40.20 90.60 0 1826 
Age at Screening  3863 60.45 12.36 40 80 
 
 
 
Table 4. The Frequency and Mean of Continuous Variables (2013-2014) 
 
 
 
 
 
 
 
 
 
 
Variable N Mean Std 
Dev 
Minimum Maximum 
Ratio of family 
income to poverty 
3412 2.61 1.64 0 5 
Total number of 
people in the 
Household 
3708 2.97 1.65 1 7 
Age in years at 
screening 
3708 59.14 12.17 40 80 
   
  
Table 5. Chart of the Outcomes of the Unadjusted Logistic Regression Analyses of the Predictor Variables of Interest and Depression (2007-2008) 
 
 
 
 
 
 
 
 
 
 
Predictor Variables OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value
Emotional Support 
Reference: Have emotional 
support
1.701 1.312-2.2 <.0001 1.25 0.98-1.60 0.0725 1.586 1.26-2.0 <.0001 1.59 1.20-2.10 0.0012 2.397 1.622-3.54 <.0001
Financial Support 
Reference: Have financial 
support
1.51 1.26-1.82 <.0001 1.456 1.24-1.72 <.0001 1.585 1.35-1.56 <.0001 1.5 1.24-1.81 <.0001 2.178 1.595-2.98 <.0001
Needed more Support?   
Reference: No 
0.293 0.24-.40 <.0001 0.398 0.33-0.48 <.0001 0.255 0.21-.31 <.0001 0.393 0.32-0.48 <.0001 0.258 0.182-0.37 <.0001
Number of Friends? 
Reference: Lots of Friends
FRIENDS: No friends vs 
Lots of friends
2.268 (1.598-3.22) <.0001 1.696 1.22-2.36 0.0016 2.532 1.86-3.45 <.0001 3.356 2.31-4.88 <.0001 2.148 1.19-3.89 0.0115
FRIENDS: Few friends vs 
Lots of friends
1.706 (1.40-2.08) <.0001 1.473 1.24-1.75 <.0001 1.711 1.45-2.02 <.0001 1.372 1.12-1.68 0.0022 1.76 1.25-2.48 0.0012
Health Status  Reference: 
Excellent/Very good
HEALTH: Good vs Excellent 2.14 (1.66-2.76) <.0001 1.898 (1.54-2.33) <.0001 2.186 1.75-2.73 <.0001 1.666 1.28-2.17 0.0002 3.209 1.641-6.27 0.0007
HEALTH: Fair/Poor vs 
Excellent
4.655 (3.63-5.97) <.0001 4.731 (3.84-5.83) <.0001 5.566 4.47-6.93 <.0001 3.644 2.82-4.74 <.0001 13.982 7.49-26.1 <.0001
Have Health Insurance? 
Reference: Yes
1.66 (1.34-2.05) <.0001 1.269 (1.043-1.55) 0.0173 1.564 1.30-1.89 <.0001 1.237 0.983-1.56 0.07 2.06 1.46-2.91 <.0001
Suicidality
Outcomes for the Relationship Between Social Support, Health Status, and Health Insurance Variables and Depression Symptoms (2007-2008)
                                                                                              Depression Symptoms
Feel Bad No Interest Depressed Mood Difficulty mood causes
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Table 6. Chart of the Outcomes of the Unadjusted Logistic Regression Analyses of the Predictor Variables of Interest and Depression (2013-2014) 
Variable OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value OR 95% CI p-value
Health Status  Reference: 
Excellent/Very good
HEALTH: Good vs Excellent 1.621 (1.26-2.08) 0.0001 1.898 (1.54-2.33) <.0001 1.82 (1.47-2.26) <.0001 1.636 (1.24-2.16) 0.0005 2.087 (1.1-3.98) 0.0253
HEALTH: Fair/Poor vs 
Excellent
4.064 (3.19-5.18) <.0001 4.731 (3.84-5.83) <.0001 5.209 (4.21-6.45) <.0001 4.966 (3.81-6.48) <.0001 7.523 (4.15-13.63) <.0001
Have Health Insurance? 
Reference: Yes
1.316 (1.05-1.66) 0.0193 1.261 (1.03-1.53) 0.0224 1.269 (1.04-1.56) 0.0211 1.189 (0.93-1.53) 0.1758 1.169 (0.73-1.87) 0.5151
Suicidality
Outcomes for the Relationship Between Social Support, Health Status, and Health Insurance Variables and Depression Symptoms (2013-2014)
                                                                                                                          Depression Symptoms
Feel Bad No Interest Difficulty mood causesDepressed Mood
   
  
Table 7. 2007-2008 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Social Support and Feeling Bad Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Emotional 
Support?: No 
1.41 1.02 1.96 0.039 
Friends: None  1.67 1.11 2.52 0.015 
Friends: A few  1.37 1.09 1.71 0.006 
Age: Older Middle 
Age  
0.60 0.47 0.78 0.0001 
Age: Older Adults  0.24 0.18 0.33 <.0001 
Education: HS 
graduate  
1.24 0.86 1.79 0.247 
Education: Some 
College  
1.30 0.91 1.87 0.153 
Education: College 
Graduate 
1.11 0.78 1.59 0.561 
Gender: Women 1.93 1.51 2.46 <.0001 
Race: Hispanics 0.81 0.62 1.06 0.123 
Race: Black people  0.67 0.49 0.89 0.006 
Race: 
Other/Multiracial  
1.02 0.56 1.85 0.949 
Martial: Widowed  1.03 0.70 1.51 0.880 
Martial: Divorced/ 
Separated 
1.60 1.26 2.08 0.0004 
Martial: Never 
Married 
1.19 0.81 1.75 0.379 
Martial: Partnered  1.15 0.70 1.89 0.572 
Poverty: Low SES  2.21 1.62 3.02 <.0001 
Poverty: Mid SES  1.38 0.99 1.92 0.054 
Military: No 0.84 0.59 1.18 0.304 
Take RX: No 0.64 0.49 0.82 0.0004 
Exercise: No  1.77 1.19 2.61 0.005 
Alcohol: No  0.95 0.74 1.2 0.643 
Smoke: No  0.87 0.69 1.09 0.233 
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Table 8. 2007-2008 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Social Support and Suicidality Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Emotional 
Support?: No 
1.56 0.95 2.56 0.082 
Friends: None  1.23 0.63 2.36 0.549 
Friends: A few  1.17 0.80 1.72 0.410 
Age: Older Middle 
Age  
0.63 0.40 1.00 0.048 
Age: Older Adults  0.37 0.22 0.60 <.0001 
Education: HS 
graduate  
2.97 1.28 6.92 0.011 
Education: Some 
College  
1.67 0.69 4.03 0.255 
Education: College 
Graduate 
2.18 0.93 5.15 0.075 
Gender: Women 1.00 0.66 1.52 0.990 
Race: Hispanics 1.29 0.83 2.00 0.265 
Race: Black people  0.73 0.43 1.22 0.224 
Race: 
Other/Multiracial  
0.58 0.13 2.50 0.462 
Martial: Widowed  1.92 1.07 3.46 0.030 
Martial: Divorced/ 
Separated 
1.67 1.05 2.66 0.030 
Martial: Never 
Married 
1.91 1.05 3.49 0.035 
Martial: Partnered  2.54 1.27 5.08 0.008 
Poverty: Low SES  3.51 1.75 7.02 0.0004 
Poverty: Mid SES  1.84 0.87 3.89 0.112 
Military: No 0.89 0.50 1.59 0.694 
Take RX: No 0.38 0.24 0.62 <.0001 
Exercise: No  1.49 0.69 3.20 0.309 
Alcohol: No  1.00 0.66 1.51 0.994 
Smoke: No  0.85 0.57 1.25 0.394 
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Table 9. 2007-2008 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Status and Feeling Bad Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Health: Good 1.97 1.46 2.65 <.0001 
Health: Fair/Poor  3.85 2.80 5.28 <.0001 
Friends: None  1.65 1.10 2.47 0.015 
Friends: A few  1.34 1.07 1.68 0.011 
Age: Older Middle 
Age  
0.58 0.45 0.75 <.0001 
Age: Older Adults  0.26 0.19 0.35 <.0001 
Education: HS 
graduate  
1.00 0.69 1.45 0.987 
Education: Some 
College  
1.2 0.83 1.73 0.329 
Education: College 
Graduate 
1.07 0.74 1.54 0.712 
Gender: Women 1.95 1.53 2.5 <.0001 
Race: Hispanics 0.69 0.52 0.91 0.008 
Race: Black people  0.58 0.43 0.78 0.0003 
Race: 
Other/Multiracial  
0.92 0.50 1.67 0.775 
Martial: Widowed  0.97 0.66 1.42 0.857 
Martial: Divorced/ 
Separated 
1.53 1.18 1.99 0.002 
Martial: Never 
Married 
1.24 0.85 1.83 0.269 
Martial: Partnered  1.15 0.70 1.89 0.591 
Poverty: Low SES  1.80 1.31 2.47 0.0003 
Poverty: Mid SES  1.26 0.90 1.76 0.173 
Military: No 0.82 0.58 1.16 0.252 
Take RX: No 0.78 0.61 1.01 0.060 
Exercise: No  1.43 0.96 2.12 0.080 
Alcohol: No  0.91 0.71 1.16 0.435 
Smoke: No  0.95 0.75 1.19 0.626 
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Table 10.  2007-2008 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Status and Suicidality Controlling for All Factors Listed Below 
Variable Point 
Estimate 
95% Wald   
Confidence Limits P-value 
Health: Good  2.27 1.10 4.71 0.027 
Health: Fair/Poor 7.85 3.87 15.91 <.0001 
Friends: None  1.24 0.65 2.35 0.514 
Friends: A few  1.15 0.78 1.69 0.489 
Age: Older Middle 
Age  
0.57 0.36 0.92 0.020 
Age: Older Adults  0.38 0.23 0.63 0.0002 
Education: HS 
graduate  
2.09 0.88 4.94 0.093 
Education: Some 
College  
1.49 0.61 3.63 0.383 
Education: College 
Graduate 
2.04 0.85 4.89 0.109 
Gender: Women 0.98 0.64 1.50 0.939 
Race: Hispanics 1.06 0.68 1.68 0.789 
Race: Black people  0.59 0.35 1.01 0.052 
Race: 
Other/Multiracial  
0.48 0.11 2.12 0.332 
Martial: Widowed  1.86 1.02 3.40 0.043 
Martial: Divorced/ 
Separated 
1.58 0.99 2.52 0.057 
Martial: Never 
Married 
2.22 1.20 4.09 0.011 
Martial: Partnered  2.55 1.26 5.15 0.009 
Poverty: Low SES  2.37 1.17 4.81 0.017 
Poverty: Mid SES  1.44 0.67 3.10 0.354 
Military: No 0.83 0.46 1.51 0.545 
Take RX: No 0.53 0.32 0.86 0.011 
Exercise: No  1.04 0.48 2.28 0.915 
Alcohol: No  0.96 0.63 1.46 0.841 
Smoke: No  0.96 0.65 1.43 0.856 
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Table 11. 2007-2008 Cycle:  Adjusted Logistic Regression Analysis of the Relationship between 
Health Insurance and Feeling Bad Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Insured?: No 0.90 0.67 1.19 0.446 
Friends: None  1.86 1.25 2.76 0.002 
Friends: A few  1.41 1.13 1.76 0.003 
Age: Older Middle 
Age  
0.60 0.46 0.78 0.0001 
Age: Older Adults  0.24 0.18 0.33 <.0001 
Education: HS 
graduate  
1.03 0.78 1.35 0.850 
Education: Some 
College  
0.86 0.65 1.16 0.323 
Education: College 
Graduate 
0.78 0.54 1.12 0.182 
Gender: Women 1.91 1.50 2.43 <.0001 
Race: Hispanics 0.83 0.63 1.09 0.178 
Race: Black people  0.65 0.49 0.87 0.004 
Race: 
Other/Multiracial  
1.00 0.55 1.82 0.999 
Martial: Widowed  1.03 0.71 1.52 0.862 
Martial: Divorced/ 
Separated 
1.63 1.26 2.12 0.0001 
Martial: Never 
Married 
1.20 0.82 1.77 0.348 
Martial: Partnered  1.16 0.71 1.90 0.557 
Poverty: Low SES  2.28 1.66 3.14 <.0001 
Poverty: Mid SES  1.41 1.01 1.96 0.042 
Military: No 0.83 0.59 1.17 0.290 
Take RX: No 0.66 0.51 0.85 0.002 
Exercise: No  1.74 1.18 2.58 0.006 
Alcohol: No  0.95 0.75 1.21 0.674 
Smoke: No  0.87 0.70 1.09 0.229 
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Table 12. 2007-2008 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Insurance and Suicidality Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Insured?: No 1.35 0.86 2.14 0.197 
Friends: None  1.44 0.77 2.71 0.258 
Friends: A few  1.20 0.82 1.76 0.344 
Age: Older Middle 
Age  
0.65 0.41 1.04 0.070 
Age: Older Adults  0.41 0.24 0.68 0.001 
Education: HS 
graduate  
0.57 0.35 0.92 0.022 
Education: Some 
College  
0.73 0.45 1.19 0.203 
Education: College 
Graduate 
0.34 0.15 0.78 0.012 
Gender: Women 1.00 0.66 1.51 0.993 
Race: Hispanics 1.28 0.82 2.00 0.273 
Race: Black people  0.71 0.42 1.19 0.192 
Race: 
Other/Multiracial  
0.56 0.13 2.42 0.438 
Martial: Widowed  1.97 1.09 3.55 0.025 
Martial: Divorced/ 
Separated 
1.73 1.09 2.74 0.020 
Martial: Never 
Married 
2.01 1.10 3.68 0.023 
Martial: Partnered  2.54 1.27 5.08 0.009 
Poverty: Low SES  3.30 1.63 6.66 0.001 
Poverty: Mid SES  1.77 0.84 3.77 0.136 
Military: No 0.87 0.49 1.56 0.647 
Take RX: No 0.36 0.22 0.60 <.0001 
Exercise: No  1.48 0.69 3.19 0.315 
Alcohol: No  1.02 0.68 1.54 0.926 
Smoke: No  0.85 0.57 1.25 0.399 
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Table 13. 2013-2014 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Status and Feeling Bad Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Health: Good 1.50 1.15 1.96 0.003 
Health: Fair/Poor 3.28 2.47 4.35 <.0001 
Friends: None  1.33 1.05 1.68 0.019 
Friends: A few  0.82 0.63 1.06 0.133 
Age: Older Middle 
Age  
0.94 0.71 1.26 0.684 
Age: Older Adults  0.92 0.70 1.22 0.566 
Education: HS 
graduate  
1.05 0.75 1.46 0.800 
Education: Some 
College  
2.04 1.62 2.57 <.0001 
Education: College 
Graduate 
0.93 0.71 1.22 0.599 
Gender: Women 0.76 0.58 0.99 0.042 
Race: Hispanics 1.01 0.72 1.42 0.942 
Race: Black people  1.09 0.78 1.52 0.626 
Race: 
Other/Multiracial  
1.20 0.93 1.54 0.162 
Martial: Widowed  1.27 0.89 1.80 0.189 
Martial: Divorced/ 
Separated 
0.95 0.55 1.65 0.852 
Martial: Never 
Married 
1.69 1.26 2.27 0.0004 
Martial: Partnered  1.39 1.03 1.87 0.032 
Poverty: Low SES  0.76 0.55 1.07 0.112 
Poverty: Mid SES  0.80 0.62 1.02 0.070 
Military: No 0.93 0.69 1.25 0.607 
Take RX: No 0.79 0.62 1.01 0.058 
Exercise: No  0.88 0.71 1.09 0.225 
Alcohol: No  1.50 1.15 1.96 0.003 
Smoke: No  3.28 2.47 4.35 <.0001 
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Table 14. 2013-2014 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Status and Suicidality Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Health: Good  2.14 1.08 4.25 0.030 
Health: Fair/Poor 7.07 3.62 13.83 <.0001 
Friends: None  1.32 0.82 2.14 0.253 
Friends: A few  0.86 0.51 1.47 0.585 
Age: Older Middle 
Age  
0.61 0.34 1.10 0.101 
Age: Older Adults  0.73 0.42 1.25 0.247 
Education: HS 
graduate  
1.21 0.64 2.30 0.559 
Education: Some 
College  
2.22 1.36 3.64 0.002 
Education: College 
Graduate 
0.73 0.42 1.25 0.247 
Gender: Women 0.54 0.31 0.95 0.033 
Race: Hispanics 0.89 0.45 1.79 0.747 
Race: Black people  1.86 1.00 3.45 0.049 
Race: 
Other/Multiracial  
2.10 1.30 3.40 0.002 
Martial: Widowed  1.32 0.61 2.86 0.479 
Martial: Divorced/ 
Separated 
1.43 0.48 4.27 0.522 
Martial: Never 
Married 
1.56 0.82 2.96 0.176 
Martial: Partnered  1.91 1.00 3.63 0.050 
Poverty: Low SES  0.59 0.31 1.13 0.110 
Poverty: Mid SES  0.72 0.42 1.23 0.226 
Military: No 1.17 0.58 2.35 0.664 
Take RX: No 0.72 0.44 1.17 0.187 
Exercise: No  0.80 0.52 1.22 0.300 
Alcohol: No  2.14 1.08 4.25 0.030 
Smoke: No  7.07 3.62 13.83 <.0001 
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Table 15. 2013-2014 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Insurance and Feeling Bad Controlling for All Factors Listed Below 
 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Insured?: No 1.17 0.89 1.54 0.267 
Friends: None  1.34 1.06 1.69 0.015 
Friends: A few  0.80 0.61 1.04 0.100 
Age: Older Middle 
Age  
0.85 0.64 1.12 0.248 
Age: Older Adults  0.82 0.62 1.08 0.165 
Education: HS 
graduate  
0.84 0.60 1.16 0.286 
Education: Some 
College  
2.00 1.60 2.52 <.0001 
Education: College 
Graduate 
1.10 0.84 1.42 0.497 
Gender: Women 0.82 0.63 1.08 0.153 
Race: Hispanics 1.05 0.75 1.47 0.769 
Race: Black people  1.07 0.77 1.49 0.682 
Race: 
Other/Multiracial  
1.22 0.95 1.56 0.124 
Martial: Widowed  1.20 0.85 1.70 0.297 
Martial: Divorced/ 
Separated 
0.91 0.53 1.57 0.734 
Martial: Never 
Married 
1.94 1.45 2.60 <.0001 
Martial: Partnered  1.40 1.03 1.88 0.029 
Poverty: Low SES  0.76 0.55 1.06 0.104 
Poverty: Mid SES  0.66 0.51 0.84 0.001 
Military: No 1.06 0.79 1.41 0.706 
Take RX: No 0.84 0.66 1.07 0.154 
Exercise: No  0.81 0.66 1.00 0.053 
Alcohol: No  1.17 0.89 1.54 0.267 
Smoke: No  1.34 1.06 1.69 0.015 
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Table 16. 2013-2014 Cycle: Adjusted Logistic Regression Analysis of the Relationship between 
Health Insurance and Suicidality Controlling for All Factors Listed Below 
Variable Odds Ratio 
Estimate 
95% Wald   
Confidence Limits P-value 
Insured?: No 1.08 0.61 1.89 0.801 
Friends: None  1.31 0.82 2.09 0.266 
Friends: A few  0.75 0.44 1.28 0.295 
Age: Older Middle 
Age  
0.51 0.29 0.91 0.023 
Age: Older Adults  0.62 0.36 1.05 0.074 
Education: HS 
graduate  
0.85 0.46 1.57 0.600 
Education: Some 
College  
2.14 1.32 3.49 0.002 
Education: College 
Graduate 
0.94 0.56 1.58 0.809 
Gender: Women 0.60 0.35 1.05 0.075 
Race: Hispanics 0.92 0.46 1.83 0.812 
Race: Black people  1.79 0.97 3.31 0.065 
Race: 
Other/Multiracial  
2.15 1.34 3.45 0.002 
Martial: Widowed  1.21 0.57 2.59 0.618 
Martial: Divorced/ 
Separated 
1.38 0.47 4.02 0.558 
Martial: Never 
Married 
2.14 1.13 4.06 0.020 
Martial: Partnered  2.08 1.09 3.95 0.026 
Poverty: Low SES  0.58 0.31 1.11 0.098 
Poverty: Mid SES  0.53 0.31 0.92 0.023 
Military: No 1.50 0.76 2.97 0.246 
Take RX: No 0.78 0.48 1.26 0.308 
Exercise: No  0.70 0.46 1.08 0.104 
Alcohol: No  1.08 0.61 1.89 0.801 
Smoke: No  1.31 0.82 2.09 0.266 
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Figures 
Common Major Depression Symptoms 
Psychological  Behavioral Physical Symptoms 
 Depressed Mood 
 Irritability 
 Anxiety/nervousness 
 Lack of interest 
 Inability to enjoy things 
 Lack of pleasure/anhedonia 
 Reduced libido 
 Hypersensitivity to 
rejection/criticism 
 Pessimism/hopelessness 
 Perfectionism 
 Indecisiveness 
 Low self-esteem 
 Preoccupation with oneself 
 Cognitive distortions (saying 
“I am unlovable” to oneself)  
 Feelings of worthlessness 
 Thoughts of death or suicide 
 Thoughts of hurting others 
 
 Uncontrollable 
crying 
 Interpersonal 
friction/confrontati
on 
 Anger 
attacks/outbursts 
 Social withdrawal 
 Reduced 
productivity 
 Avoidance of 
emotional/sexual 
intimacy 
 Reduced fun 
activities 
 Development of 
rituals/compulsion
s 
 Workaholic 
behaviors 
 Substance 
use/abuse 
 Self-sacrifice 
 Mutilation 
 Suicide 
attempts/gestures 
 Fatigue 
 Heavy feelings in 
arms/legs 
 Sleeping too 
little/insomnia 
 Sleeping too 
much/hypersomnia 
 Decreased appetite 
 Weight loss 
 Increased appetite 
 Weight gain 
 Sexual arousal problems 
 Erectile dysfunction 
 Delayed orgasm/inability 
 Aches and pains 
 Headaches 
 Muscle tension 
 Gastrointestinal upset 
 Heart palpitations 
 Burning/tingling 
sensations 
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Psychological  Behavioral Physical Symptoms 
 Violent assaultive 
behaviors 
Figure 1. Source: Depression and Public Health (Cassano & Fava, 2002) 
Percentage of persons aged 12 and over with depression, by age and sex: United States, 2009-
2012 
 
Figure 2.  Source: CDC/NCHS. NCHS Data Brief No. 172. December 2014. (National Center for 
Health Statistics, 2014) 
 
 
 
 
 
 
 
